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Care Management

Å Care Management is available to all members
Å Our teams work with members over the phone, face-to-face orwherever most convenient to provide 

education, connect to resources, find providers, and navigate benefits
Å Emphasizes the individual person to focus care on prevention, chronic care management, reducing 

emergency room visits and unnecessary hospitalizations, and improving care transitions
Å Encourages responsibility and investment on the part of the members to ensure wellness
Å Maximizes the use of community-based services and community involvement through referrals
Å Provides specialized support for members with complex physical, behavioral, OB, and social needs
Å.I /ŀǊŜ aŀƴŀƎŜƳŜƴǘ ƻŦŦŜǊǎ ΨCƻƭƭƻǿ ¦Ǉ !ŦǘŜǊ IƻǎǇƛǘŀƭ 5ƛǎŎƘŀǊƎŜΩ ŀǎǎŜǎǎƳŜƴǘǎ ǿƛǘƘ ŀ ƭƛŎŜƴǎŜŘ .I /a 

within 30 days of discharge from a BH inpatient admission



Care Management Programs

Å New Baby, New Life
ü High Touch Strategy
ü Postpartum Care Coordination

Å NICU
Å Physical Health Care Management
Å Behavioral Health Care Management
Å Condition Care (Disease Management)
Å Lead Care Management
Å Emergency Room Care Coordination
Å Private Duty Nursing Care Management
Å Transition of Care Programs
ü Hospital Care Transition
ü Post Discharge Management



How Members are Identified

Å State enrollment files, claims data,authorizations, manual member and provider referrals coordinated 
through our Care Management department.

Å The health plan attempts to complete an initial Health Risk Assessment for all newly enrolled members.
Å The health plan attempts to complete an OB Risk Screener on all identified pregnant members within 15 

business days of identification.
Å Members with certain known high risk conditions automatically get outreached by Care Management: 

Diabetes, Obesity, Hypertension, Asthma, COPD, ADHD, CHF, Cancer, Chronic Pain, Hep C, HIV/AIDS, Sickle 
Cell, ESRD, Dialysis, Transplant, PDN Services, Autism, Serious Mental Health Conditions, Pregnancy, 
Positive Lead Screening, an INP stay of 2 weeks or greater, any readmission, 3 ER visits within a quarter, or 
other conditions in which the Care Manager/Provider determines the member would benefit from CM 
services.

Å On average Physical Health Care Management can last up to 6 months or longer.
Å OB Care Management last until the member is 60 days postpartum, if additional needs are identified after 

60 days members can be transitioned to our other CM programs.



New Baby, New Life -

Maternity Care Management

Å New Baby, New Life is a proactive care management program for pregnant members and their newborns 
that uses extensive methods to identify pregnant women as early in their pregnancy as possible through 
review of state enrollment files, claims data, lab reports, hospital census reports, Availity and notification 
of pregnancy forms as well as provider and member self-referrals. Once identified, we act quickly to assess 
ǘƘŜ ƳŜƳōŜǊΩǎ ƻōǎǘŜǘǊƛŎŀƭ Ǌƛǎƪ ŀƴŘ ŜƴǎǳǊŜ ǎƘŜ Ƙŀǎ ǘƘŜ ŀǇǇǊƻǇǊƛŀǘŜ ƭŜǾŜƭ ƻŦ ŎŀǊŜ ŀƴŘ ŎŀǊŜ ƳŀƴŀƎŜƳŜƴǘ 
services to mitigate those risks.

Å Experienced RN, care managers work with members and providers to establish a care plan for our 
pregnant members. Care managers collaborate with community agencies to ensure mothers have access 
to necessary services.
ü Individualized, one-on-one care management support for pregnant members
ü Care management for moms who may need a little extra support
ü Educational materials and information on community resources
ü Healthy Rewards to keep up with prenatal and postpartum checkups and well-child visits after the 

baby is born



New Baby, New Life -

My Advocate

Å As part of the New Baby, New Life program, members are offered the My Advocate® program. This 
program provides pregnant women proactive, culturally appropriate outreach and education through 
Interactive Voice Response (IVR).
Å Eligible members receive regular phone calls with tailored content from a voice personality (Mary 

Beth), or they may choose to access the program via a smartphone application or website.
Å This program does not replace the high touch care management approach for pregnant women; 

however, it does serve as a supplementary tool to extend our health education reach.
Å The goal of the expanded outreach is to identify pregnant women who have become high-risk, to 

facilitate connections between them and our care managers, and improve member and baby 
outcomes.



Concierge Care

Å Address whole health needs in high-risk pregnancies through 60 days post-partum.
Å By leveraging the digital experience and high-touch patient, support, Concierge Care provides a 

personalized approach to care with digital tools, educational resources, care plans, messaging, and 
trackers.

Å The program is evidence based and clinically validated with videos, reminders, and other tools to help 
expectant mothers thrive.

Å This program supports a change in the way we deliver care management, and the way our highest risk 
members receive it. A high touch, digital format enables seamless interactions and education with 
members when it is most convenient for them.

Å Members can enroll by landing page: https://hrm.conciergecareprograms.com


